Ethnic minorities are expected to experience a greater demand for family caregiving than non-Latino Whites due to their projected population growth. Although the consensus of researchers on caregiving and culture finds that the caregiving experience differs significantly among cultural/ethnic groups, the question remains as to how cultural values and norms influence the caregiver experiences. We conducted an interpretative, phenomenological qualitative analysis of focus group transcripts from four groups (African American, Asian American, Hispanic American, and European American) for cultural influences on caregiving. Data were collected in Nevada between December 7, 2009, and August 20, 2010. Thirty-five caregivers participated in this study. We found commonalities among all of the cultural/ethnic groups in their experiences of the difficulties of caregiving. However, there were some significant differences in the cultural values and norms that shaped the caregiving experience. We categorized these differences as: (a) cultural embeddedness of caregiving, (b) cultural determinants of caregiving responsibilities or taxonomy of caregiving, and (c) cultural values and norms underlying the decision to provide care. The significance of this study is that it highlights the culturally perceived mandate to provide care in the African, Asian, and Hispanic American cultures.
Introduction
Research has shown a link between the stress of caregiving and poor physical/mental health outcomes [1] [2] [3] [4] [5] [6] [7] [8] . These links are concerning due to the current prevalence of family caregivers in the USA and the escalating demand for long-term care. The increasing demand can be attributed to several key factors: growth of the older population, increased longevity, the growing burden of chronic diseases, rising health care costs, and an overburdened formal healthcare system [9, 10] .
In the coming decades, older ethnic minority populations are expected to experience an even greater demand for family caregiving than non-Latino Whites due to projected population growth in these groups [11] . According to the US Census Bureau, data from the 2010 census indicate that the USA population is becoming more diverse by race, with Asian and Hispanic populations having the fasted rates of growth. Conversely, the non-Hispanic White population is growing the slowest and is projected to contribute less to population growth in the coming decades [12, 13] .
Minority caregivers are less likely than White caregivers to utilize formal support services [11] . The lower use of support services is consistent with studies that show minority caregivers provide more care than their white counterparts [14] . These factors place minorities at a particularly high risk for adverse health effects associated with family caregiving.
Chronic stress due to caregiving has been linked to poor health outcomes, morbidity, and mortality [15] . Preventing and/or ameliorating caregiver stress is vital to sustaining family caregivers. Evidence based car egiver intervention programs have demonstrated positive results for improving caregiver well-being and reducing stress [16] . However, there is a dearth of interventions that report cultural tailoring [11] .
Although the consensus of the research on caregiving and culture to date finds that caregiving experiences differ significantly among ethnic groups, the question remains as to how 2 ISRN Public Health culture impacts caregiving [11, 17, 18] . Building upon recommendations in the literature, the overall goal of our analysis was to expand knowledge regarding cultural differences in family caregiving experiences as it relates to perceived expectations of caregiving. More specifically, the research question for this analysis was how do cultural values and norms influence the caregiver experiences?
Methods

Research Design.
Qualitative research is well suited for understanding phenomena within their context, uncovering links among concepts and behaviors, and generating and refining theory [19, 20] . Recent literature supports that cultural values are complex and cannot necessarily be defined or explained by a single paradigm or construct, such as individualism and collectivism [21] . Because of this, quantitative measures, such as the use of burden scales, are not sufficient in understanding the complex phenomena of cultures' influence on caregiving. Qualitative methods provide opportunity for a more nuanced search of specific cultural values and their complex meanings. We anticipated that our qualitative analysis would reveal different caregiving experiences among the different ethnic focus groups and provide further insight regarding the influence of culture on caregiving processes.
More specifically, we employed an interpretative, phenomenological research design. A phenomenological study describes the meaning of several individuals' lived experiences of a concept or phenomenon [19] . We utilized focus group data to uncover and illuminate the caregiving experiences of participants from different ethnic groups. The purpose was to reduce individual experiences with caregiving to a description of the universal essence (a grasp of the very nature of the thing) of caregiving as experienced within and between focus groups [19] .
Data Collection.
A cross-sectional, semistructured focus group design had been utilized with focus groups of African American, Asian American, Hispanic American, and European American caregivers. Caregivers were recruited who had provided at least 10 hours a week of uncompensated care to an elderly person 60 years of age or older for at least 6 months. Recruitment of caregivers took place in locations where the researchers had good community relationships such as senior center and geriatric care facilities. Additionally, participant recruitment efforts included public service announcements, online and paper participant invitations, and recruitment advertising in local community papers. Data were collected in Las Vegas, NV, between December 7, 2009 , and August 20, 2010. IRB approval was obtained prior to data collection. All of the focus groups were recorded and transcripts for each focus group were typed exactly as recorded. Original questions asked of the focus groups were as follows.
(1) Did you grow up with an elder being taken care of by your family or did a neighbor you knew take care of an elder?
(2) What are the common stresses in giving care to your elder? (3) How do you cope? 2.3. Qualitative Analysis. Two researchers analyzed the raw transcript data. The data consisted of three focus group transcripts received from African American focus groups and two transcripts received from each of the following focus groups: Asian American, Hispanic American, and European American caregivers. We analyzed the transcripts and evaluated the data for cultural influences on caregiving.
We utilized The Updated Sociocultural Stress and Coping Model to guide our data analysis [18] . Two researchers from the team analyzed the focus group transcripts using the following steps. (a) In the initial step of the analysis, we read each transcript individually several times while looking for and flagging emerging patterns. (b) The second step, we noted the initial and global impressions of each transcript. (c) The third step, we compared transcripts to each other in a side-byside analysis of all of the focus group transcripts. Common themes pertaining cultural values and norms were sought as these are the variables in the Sociocultural Stress and Coping Model which are posited to vary among ethnic/cultural groups. (d) In the fourth step of the analysis, we reread and coded each focus group transcript separately. Themes were identified and coded using colored highlighters. Lastly, we categorized narratives illustrating the common themes for each focus group [20] .
Validity and
Reliability . "In phenomenological perspective, the meanings of truth, validity, and reliability are used differently from the conventional terms as they are applied in quantitative research. Verification and content of the data require a new approach" [22] . Throughout the data analysis, themes were always verified by two of our experienced qualitative researchers. They coded transcripts separately to encompass a wider analytical net and achieved a base agreement percentage of 90%. This is one of Osborne's four strategies for assessing the validity of qualitative data [23] . We reviewed the categorization of data and meanings into themes to verify consistency of the clustering. This was instrumental for us to determine common themes that were woven throughout the focus group transcripts.
Findings
Participant Demographics.
A total of 35 caregivers participated in the study: 9 European American, 7 Asian American, 8 Hispanic American, and 11 African American. There were 32 female and 3 male participants. The ages of the participants ranged from 35 to 83 years, with a mean age of 52.6 years. The breakdown of caregivers' ages and care receivers' ages is provided in Table 1 .
The sample was highly educated, with 54% achieving a college degree and 26% achieving a high school diploma. Asian Americans were the most highly educated group with 85.7% achieving a college degree, followed by European Americans with 66.7% receiving a college education. 
Qualitative Results. We used The Updated Sociocultural Stress and Coping Model (SCSCM) for Culturally Diverse
Family Caregivers as the basis for analysis for all four focus groups' qualitative data [18] . We found some significant differences in the cultural values and norms that shaped the caregiving experience. These differences were captured in the three categories, all pertaining to the Cultural Values construct of the Updated SCSCM: (a) cultural embeddedness of caregiving, (b) cultural determinants of caregiving responsibilities or taxonomy of caregiving, and (c) cultural values and norms underlying the decision to provide care. For each focus group, we found unique themes pertaining to each of the three categories which highlighted cultural differences in the caregiving experience.
Cultural Values and Norms
Theme 1 Cultural Embeddedness of Caregiving: "It Is Not
Questioned". According to Brislin, "culture refers to widely shared ideals, values, formation, and uses of categories, assumptions about life, and goal-directed activities that become unconsciously or subconsciously accepted as right and correct by people who identify themselves as members of a society" [24] . Caregiving was seen as "right and correct" by all of the focus groups. However, for some of the groups, caregiving was an expected part of life that was passed down from generation to generation. In fact, caregiving was so embedded in the life experience for some of the groups that the decision to care or not to care was irrelevant; caregiving was just something that was done without question. To provide care for one's family or community was deeply rooted in the cultural subconsciousness, arising "naturally" without conscious thought. This perspective was shared by Asian American, Hispanic American, and African American focus group participants.
Asian American, Hispanic American, and African American participants reported seeing multiple examples of caregiving, not just within their own families but throughout their communities. In fact, it was so culturally ingrained to care for one's family that, when the time came, care was provided without question. For Asian Americans, caregiving was described as just a normal thing to do. One Asian American caregiver explained: 
" (FG-4-ASA number 3).
Hispanic Americans portrayed caregiving as an instrumental and defining aspect of the family experience, so much so, that not only were other alternatives for formal care outside of the family not considered, they also were not even known to exist:
"I mean, that's taboo for us but also you feel that way so it doesn't even come to your head. It's just, I mean, you're just so close with your family, that family's family, and you take care of each other regardless. " (F5 H/L number 2).
African Americans depicted caregiving as a part of cultural/ family history that has been passed on for generations. Therefore, caregiving came "naturally" and was "nothing new":
"You know, it just come naturally, that's been in our family a long time we have had a lot of caregivers. A lot of folks waited on people for a number of years took over the role and so you know it's nothing new. " (F9 AfAm number 4).
In contrast to the cultural embeddedness of caregiving that was illuminated in the Asian American, Hispanic American, and the African American caregiving experiences, the European American caregivers expressed that they had no direct examples of caregiving growing up. In some cases, participants stated that they had been aware of family members caring for family members but never observed it directly.
Theme 2 Cultural Determinants of Caregiving Responsibilities or Taxonomy of Caregiving. Positional Role.
A culture's orientation toward individualism and collectivism and the degree to which the values of these orientations are embodied have also been shown to influence the role of caregiving, specifically who is responsible to care [25] [26] [27] [28] . In some cultures, particularly those with a collectivistic orientation, the role of caregiving is culturally prescribed based on a set hierarchy of "who" is supposed to care and/or "traditional" gender ideology that assigns care work to women [27] .
In our study, Asian American caregivers emphasized that one reason they were providing care was that it was their position to take care of the elderly. In the following text, an Asian American focus group participant discussed the expectation of the daughter and or daughter-in-law's "positional role" to provide care regardless of competing role responsibilities. The onus is on women not men to provide care:
"You just saw that the daughter or the daughterin-law took care of the mother, it wasn't the son, it was the daughter or the daughter-in-law that would go. " (FG-4-ASA number 1) .
The following example describes how the "positional role" to care for a parent was nurtured in the family, beginning at a young age. Role expectations were determined based on a child's gender and birth order in the family and shaped the traits and activities that were encouraged and those that were discouraged: In other collectivistic cultures, we also saw a strong cultural prescription for caregiving. In Hispanic/Latino cultures, caregiving was primarily prescribed based on female gender but does not appear to be governed by rules which mandate a strict hierarchy designating specific female family members. There were clearly delineated gender expectations among Hispanic caregivers.
The Hispanic American focus group participants described caregiving as a female duty that was often assumed by the oldest daughter. The following passage describes how this role was nurtured from a young age, whereby the oldest daughter was expected to care for her younger siblings growing up and then for elders in adulthood: For European and African American caregivers, female gender also prescribed caregiving. However, for European Americans caregiving did not appear to be culturally prescribed, as there was no cultural explanation provided in any of the focus group transcripts. Rather personal responsibility not culture was what influenced the "decision to provide care. " The decision to provide care was what sets the European American caregivers apart from the other focus groups in terms of the caregiving role and demonstrates the powerful influence of culture on the caregiving experience. For all of the focus groups, with the exception of the European American group, caregiving was so culturally embedded and prescribed that it was accepted and enacted without question, therefore making the decision to provide care a moot point; there was no need for a decision when it had already been decided.
Family Kinship. For the African American caregivers, caregiving responsibilities extended beyond immediate family members and encompass kinship relationships. Close friends and neighbors were considered to be part of one's family and were cared for as such. A caregiver described taking care of her friend's mother as if she were her own mother. She actually referred to her friend as her "sister" and her friend's mother as her "mother. "
Theme 3 Cultural Values and Norms Underlying the Decision to Provide Care: "Cannot Say No".
Maintaining harmonious relationships with others is paramount in collectivistic cultures [29] . In this study, saying "no" to someone was viewed as rejection and abandonment, the ultimate affront to social harmony, and was deemed unacceptable by collectivistic cultures. For Asian American focus group participants, saying "no" posed far too great a risk to family relationships:
"The family ties are so important and I don't want to make waves for me, for our family . . .. If you're the one designated as the caregiver and if you just flat out say "no, I'm not doing it anymore" it would cause so much family upset that it wouldn't be worth to me to say flat out "I am not doing this anymore, you guys do it" because, you know, it would just be too much, too much to upset the cart apple cart. I mean, it just it doesn't work for my family to not get along, and so you don't say no. " (FG-4-ASA number 1).
Preserving social/family harmony was a cultural imperative that was not worth risking. Saying no to caregiving responsibilities does not only threaten family harmony but it would also undermines the central tenants of filial piety: respect and loving one's parents, not bringing any type of dishonor to one's parents, taking good care of one's parents, and obeying one's parents [30] . Filial piety mandates more than just responsibility for care; it requires that elders are cared for in the way that they want to be cared for and that care requests are respected and enacted. The consequences for not doing so manifested in guilt and bad feelings about oneself, which was echoed by several Asian American caregivers. Conversely, European American caregivers were not culturally bound to provide care to family members, rather caregiving appeared to be influenced more by individual, family, and societal values. Marriage vows: "for better or worse, " reciprocity, a personal sense of duty, and the Golden Rule: Do unto others as you would have them do unto you, were all cited as influencing the decision to accept and provide the caregiving role. These values are elucidated in the following passage from a European American caregiver:
"I think over all, our American society, you know, you just don't leave someone cause their sick. You know you leave them if they're not nice or they beat you or they don't work or they drink or whatever.
But if their ill, you don't abandon them. " (FG-2-EA number 2).
Discussion
We examined the relationship between culture and caregiving. The data supported that cultural values and norms influenced caregiving experiences, specifically cultural embeddedness of caregiving, cultural determinants of caregiving responsibilities or taxonomy of caregiving, and cultural values and norms underlying the decision to provide care.
Cultural Embeddedness. For Asian American, Hispanic
American, and African American focus group participants, we found caregiving was so embedded in the life experience that the decision to care or not to care was irrelevant; caregiving was just something that was done without question. To provide care for one's family or community was deeply rooted in the cultural subconsciousness, arising "naturally" without conscious thought.
In contrast, the European American caregivers expressed that they had no direct examples of caregiving growing up. In some cases, participants stated that they had been aware of family members caring for family members but never observed it directly. Caregiving was not embedded in the life experience of the European American caregivers and was thus unexpected. This finding supports previous literature that describes caregiving as a normative family activity but with culture shaping how much it is considered a normal, expected aspect of life versus an unexpected disruption [31, 32] . Additionally, our finding that caregiving was not embedded in the life experience of European American caregivers supports previous research by Wallhagen and YamamotoMitani that, for American caregivers, "the cultural norm is not specific enough to provide a framework within which to view caregiving as part of one's expected, normal life course" [32] .
Taxonomy of Caregiving.
Our finds indicated that there were significant differences among the different focus groups in terms of caregiving taxonomy or who was supposed to provide care. Asian cultures, rooted in Confucian ideology, subscribe to a cultural model that dictates a rigid taxonomy for caregiving based on one's gender and position within the family. This caregiving taxonomy requires daughters, specifically daughters-in-laws, to provide ongoing daily assistance to their in-laws, parents, and older relatives [33] . In the event that there is no daughter-in-law or the daughterin-law is unable to provide care, then the caregiving role defers to unmarried daughters, then to married daughters, and lastly to extended female family members, moving along a hierarchy of preference. This taxonomy was further confirmed in Wallhagen and Yamamoto-Mitani's qualitative study of Japanese and American Caregivers [32] .
Based on her study of Latina caregivers, Ibarrra posits that women learn about caregiving from their experiences in family groups. Ibarra argues that family caregiving lessons delineate a gendered division of labor [34] . Hispanic American caregivers also described a strong cultural prescription to care for family. However, the caregiving role was assigned based on female gender and was not governed by a strict hierarchy that designates specific female family members.
African American participants, female gender also prescribed caregiving. African American caregivers described a cultural prescription for caregiving that extends the responsibility for care beyond immediate family members to include kin, that is, close friends and neighbors. In their research on effective coping strategies of African Americans, Daly and colleagues discuss how the Afrocentric paradigm has contributed to the survival and success of the African American community [35] . The Afrocentric paradigm "proposes that in African culture humanity is viewed as a collective rather than as individuals and that this collective view is expressed as a shared concern and responsibility for the well-being of others" [36, 37] . The shared concern and responsibility for the well-being of others were pervasive in the African American focus group transcripts and affirmed in the focus group participants' conceptualization of family and connection to their community.
European American caregivers lacked a cultural prescription for caregiving, as there was no cultural explanation provided in any of the focus group transcripts. Rather personal responsibility not culture was what influenced the decision to provide care. Our findings concur with previous research which posits that a culture's orientation toward individualism and collectivism and the degree to which the values of these orientations are embodied have also been shown to influence the role of caregiving, specifically who is responsible to care [25] [26] [27] [28] .
Cultural Values and Norms Underlying the Decision to
Provide Care. Several studies find that many collectivistic cultures prioritize social harmony over the desire to achieve or strive for personal goals [38] [39] [40] . Collectivistic cultures promote forbearance, which entails keeping problems to oneself, and quietly accepting and enduring adversity, as a favorable coping mechanism because it sustains social harmony. The preservation of positive social relations is at the forefront of concern for collectivistic individuals [41] .
We found obligation and prioritization of one's family and a strong desire to maintain harmonious relationships mandated and sustained caregiving responsibilities. For Asian American caregivers these values were embodied in the cultural value of filial piety and were manifested in the pervasive belief that it was unacceptable to say no to family and to caregiving responsibility. "Cannot say no" was a cultural imperative that extends beyond family and caregiving relationships and was described as unthinkable and culturally unacceptable by Asian American caregivers.
As cited in Flores et al. "familism refers to the value of the family as an institution, the ideal of interdependence in family relationships, and the priority placed on reliance on family members rather than on more impersonal institutions for instrumental, emotional, and material support" [42] . Familism was manifested for both African American and Hispanic American caregivers in the following cultural imperative: "family takes care of family. " To say no to caregiving and to place the responsibility for care in the hands of a stranger and or institutions outside the family violated the values of familism and was seen as turning ones back on family.
Age of Caregivers.
It should also be noted that the European American caregivers were older than the Asian American, Hispanic American, and African American caregivers in our focus groups. It might be reasoned that older caregivers would be more likely to see caregiving as an expected part of life as their partner or spouse ages. However, that was not the case in this study. The younger caregivers in the Asian American, Hispanic American, and African American focus groups were more likely to see caregiving as an expected part of life compared to the older European American caregivers.
Practice Implications.
Our findings provide some important insights into how culture influences caregiving experiences. The degree to which caregiving is culturally embedded and prescribed may preclude some caregivers from questioning the caregiving role and/or seeking support. Therefore, the degree of isolation for some ethnic groups may be even more profound. Early assessment and detection of isolation and stress is critical to sustaining caregivers' health and well-being. This is often challenging in minority groups for various reasons: lack of access to programs and services, language barriers, mistrust of government programs and social service providers, a history of mistreatment and/or a lack of understanding by service practitioners, and cultural values that discourage support seeking outside the family.
Because of this, the way that caregiver programs and services are packaged and presented to different minority groups is essential to their success. For example, caregivers who believe that it is their positional role or duty to provide care and/or do not believe in placing the responsibility for care in the hands of individuals or institutions outside the family, respite care may not be appealing if it is presented as a way to get a break from caregiving responsibilities. However, if instead it is presented as a way to recharge your battery so that you will be able to provide better care to your family member, caregivers may be more apt to consider the service. Caregiver intervention programs should never seek to change cultural values or beliefs; rather they should maximize the strengths of ethnic groups.
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We recognize that there are limitations to this analysis. As with any research, especially qualitative, there is a potential for research bias. We attempted to minimize this bias by having two skilled qualitative researchers code the data. A limitation of qualitative research is the inability to generalize the results and we recognize that as a limitation of this study. Additionally, the sample was predominantly female and may not illustrate a male caregiver's point of view. At times during the interview process, leading questions were asked which may have influenced participants' responses.
Conclusion
Our findings expand upon the existing literature regarding culture and caregiving and provide further insight into how culture impacts caregiving. We found that cultural values and norms influenced the following: perception of the caregiving role in terms of the role being an expected or unexpected part of the life course; the cultural embeddedness of caregiving also impacted whether or not caregiving was viewed as a choice or an expected duty; taxonomy of caregiving or a prescription for who was supposed to provide care; and lastly the values that familism and filial piety mandated and sustained caregiving responsibilities and strongly prevented caregivers from saying no to caregiving. These findings also underscore the importance of furthering our understanding regarding specific cultural nuances that impact caregiver stress and coping processes as well as support the necessity of qualitative measures to accomplish this.
